Background: Conducting patient safety culture assessments can provide hospitals with information on how structures and processes within their system can impact patient outcomes. This study used the Hospital Survey on Patient Safety Culture (HSOPSC) to conduct an assessment of patient safety culture in public hospitals in Kuwait and benchmark against regional and international studies that utilized the same tool. This objective of this study is to examine the association between the predictors and outcomes of patient safety culture. Methods: This cross sectional study adopted a customized version of HSOPSC developed by the Agency for Healthcare Research and Quality. The survey targeted selected public hospital staff with at least one year of experience. Data was analyzed using SPSS 24 at a significance level of 0.05. Univariate analysis was utilized to obtain an overview of respondent demographics. The association between patient safety grade and the number of events reported and the remaining patient safety culture composites was analyzed using ANOVA f-test. Four regression models were constructed, two adopted Generalized Estimating Equations and the others were linear models.
Background
Patient safety culture reflect the values that members of the organization share regarding what is important, how things operate and how inter-departmental interactions, structures and systems are collectively manifested in behavioural norms that support patient safety [1] . It reflects a non-punitive organizational culture that encourages reporting, analysing and learning from medical errors [2] . Ever since the Institute of Medicine (IOM) recommended a patient safety culture for building safety into the processes of care [2] , evidence has been accumulating on the importance of cultivating patient safety culture to reduce adverse events and improve patient safety.
Conducting an assessment of patient safety culture in hospitals is only the first step of defining and refining a solid safety culture [3] . Multiple international accreditation organizations have now require patient safety culture assessments within their standards so that hospitals can assess and evaluate issues such as teamwork, managerial actions, support from upper administration and leadership to support patient safety, staffing challenges, reporting of incidents, and other related issues [4] . This allows healthcare organizations to develop a clearer view of the areas where they need to focus their attention as part of their efforts to strengthen patient safety culture [5] . Furthermore, when hospitals conduct such assessments, they can also benchmark their results against similar initiatives conducted within their country or at an international level [6] .
Before we embark onto developing and improving patient safety culture we must first diagnose its current state and patient safety culture surveys are pivotal to assess areas of strengths and weaknesses in patient safety culture. The most commonly used patient safety culture survey is the Hospital [7] . The HSOPSC survey, which was developed by the Agency for Healthcare Research and Quality (AHRQ), has immense international reverberation as it has been validated and used in different continents and contexts [8] .
Multiple studies and systematic reviews have tackled the issue of patient safety culture in the Arab world and beyond. A systematic review targeting Arab countries identified non-punitive response to error as a major challenge and healthcare professionals in these countries reported that culture of blame prevents them from reporting incidents [9] . Challenges pertaining to nonpunitive response to error were also highlighted in Swedish hospitals [10] , Tunisian operating rooms [11] , and Iran [12] . Focusing on improving response to error is crucial to improving error reporting and in fact, the likelihood of voluntary incident reporting was found to improve by focusing efforts on cultural changes such as improving event feedback mechanisms and communication of event-related improvements [13] . Evidence has shown that feedback can positively stimulate improvement in patient safety culture if it is tailored to specific departments and if outcomes were comprehensible for intended users [14] . Other areas requiring improvement were also highlighted in related evidence. They included Teamwork across Units, Handoffs and Transitions, Staffing and Communication Openness [15] .
Many areas of strength were also highlighted in the patient safety culture literature whereby a study in Iran found that organizational learning-continuous improvement, teamwork within hospital units, and hospital management support for patient safety were all areas of strength [12] . Moreover, teamwork within units was better than teamwork across hospital units in Arab countries [9] . When assessing findings in specific countries, areas of strength in Lebanese hospitals were mainly related to Teamwork within Units, Management Support for Patient Safety, and Organizational Learning and Continuous Improvement [15] . As for KSA, and specifically Riyadh, areas of strength related to Organizational Learning and Continuous Improvement and Teamwork within units [16] .
Predictors of a strong and positive patient safety culture include communication, ensuring flow of information between and across units, sharing a common vision on patient safety, in addition to commitment from management and leadership, and a non-punitive outlook towards incident reporting [17] . Investing in patient safety culture and quality management systems has been highlighted in recent studies in the Arab world [11] . Improving patient safety culture may also indirectly improve consumer-focused publicly reported hospital rating scores [18] .
Limited research was found in the context of Kuwait. One study focusing on patient safety culture in primary care settings identified non -punitive response to errors, frequency of event reporting, staffing, communication openness, and handoffs and transitions as areas of weakness. Areas of strength were identified as teamwork within units and organizational learning [19] . This study, however, used the hospital survey for primary care settings, a tool specific to medical offices is available on the AHRQ website. No other studies focusing on patient safety culture in Kuwait were identified.
Objectives
The study aimed at assessing patient safety culture in public hospitals in Kuwait as perceived by hospital staff and compare results to those of similar regional and international studies. Furthermore, the study explored the association between patient safety culture predictors and outcomes, taking into consideration respondent characteristics.
Methods
This cross sectional study utilized the Hospital Survey on Patient Safety Culture (HSOPSC) developed by the Agency for Healthcare Research and Quality. The survey has been customized to fit the context of Kuwait.
Setting
The survey covered 16 public hospitals in Kuwait; two of the hospitals were small-sized (< 100 beds), another two were medium-sized (101-300 beds), and the remaining 12 hospitals were large (more than 300 beds). There are 20 public hospitals in Kuwait, however, we selected 16 hospitals as the remaining facilities had only recently been established and as such did not meet our inclusion criteria as detailed below.
Sampling and data collection
The survey targeted selected hospital staff including physicians, nurses, pharmacy and laboratory staff, dietary and radiology staff, supervisors, and hospital managers. Data collection spanned 8 months (April to November 2015). Healthcare providers in the below mentioned categories were included in the study: Staff on administrative or extended sick leave, Staff who have moved to another hospital area/unit, and Staff with less than 1 year of experience in the hospital.
Surveys were distributed through an assigned focal person at every hospital. A pre-determined number of surveys were sent to each hospital based on the total number of eligible employees. The surveys were coded with two numbers, one representing the hospital and the other representing the survey. Focal people were asked not to make copies of the survey so as not to jeopardize the integrity of the coding scheme determined by the research team. Surveys were distributed during department meetings or via departmental secretaries. Respondents were asked to refrain from writing their names or any information that would identify them on any page of the survey but they were asked to sign the consent form to verify that they read the information provided in it. They were asked to complete the survey and enclose it in a provided envelope, seal the envelope and return to a confidential drop box within each department.
Study instrument
The HSOPSC survey was utilized. The tool was translated to Arabic to account for employees who are not very comfortable with English. The Arabic version of the survey was adapted from El-Jardali et al. [15, 20] .
Pilot testing was conducted with 20 employees who did not participate in the consequent phases of the study. Minor changes were made to the wording and categories within some questions as a result of piloting.
Ethical approval
Ethical clearance to conduct the survey was provided by the Standing Committee for Coordination of Health and Medical Research in Kuwait.
Data management and analysis
Data was analyzed using SPSS 24.0 (p-value = 0.05). The survey tool includes 42 items which measure 12 composites. The items are both positively and negatively wordedwhich are scored using a five-point scale reflecting respondent agreement/frequency (including a neutral category). Percent positive response within each composite was calculated. Negatively worded items were reversed prior to calculation of percent positive per composite. The full calculation method has been mentioned in El-Jardali et al. [15, 20] Internal consistency was calculated using Cronbach's alpha.
The survey has a total of 4 outcome variables. The first two are frequency of events reported and overall perception of safety which are measured within the 12 composites [7] . The remaining two outcome variables are the patient safety grade and the number of events reported which are measured as separate multiple choice questions [7] .
Bi-variate analysis included ANOVA f-test was used to examine the association between the two outcome variables with the patient safety culture composites. Student T-Test and ANOVA f-test were then used to examine how trends in the outcome variables differ across hospital and respondent characteristics.
The four outcome variables were regressed against the 10 composite scores, respondent and hospital characteristics. Four regression models were constructed, two adopted Generalized Estimating Equations (the two categorical outcome variables: number of events reported and patient safety grade) and the other two models followed a Linear Mixed Regression Model (the two composites for frequency of events reported and overall perception of safety). In the latter models, the independent variables were entered as dummy variables. The two categorical outcomes were recoded into fewer categories for the purpose of this analysis. The outcome on patient safety grade was recoded into three categories "Poor or Failing," "Acceptable," and "Excellent/Good." The outcome on number of events reported was recoded into "> 5 events reported," "1 to 5 events reported," and "No events reported."
Results from the 16 participating hospitals were also benchmarked against similar initiatives in the United States (US) [21] and Lebanon [20] . Comparison to the benchmark value was done using the below formula [7] :
%Distance from benchmark = ((benchmark valuehospital result)/benchmark value) * 100
Values below 10% were categorized as meeting or exceeding benchmark. Those between 10 and 50% were categorized as slightly deviating from benchmark. Those exceeding 50% were categorized as highly deviating from benchmark.
Results
A total of 12,871 employees from 16 public hospitals in Kuwait completed the patient safety culture survey. However, some hospitals sampled respondents with less than 1 year of experience, and as such these 779 responses were removed from the dataset giving a total of 12,092 surveys. The overall response rate based on the final 12,092 surveys was 60.5% (20,003 distributed surveys).
Demographics
The majority of the sampled respondents were female (71.4%) and most were found to hold a university level degree (72.3%). Most of the sampled respondents were found to be nurses (66.8%), while 11.9% were physicians and 11.5% technicians. The majority of respondents (91.6%) indicated having patient interaction. Moreover, 86.4% were non-Kuwaiti. Finally, the majority of respondents worked in large hospitals (94.4%) while 3.2% worked in small hospitals and 2.4% worked in medium hospitals (See Table 1 ).
Areas of strengths and areas requiring improvement
The twelve dimensions were examined to determine areas of strength (those with a positive rating of 70% or higher) and those requiring improvement (scoring below 70%) [22] .
The dimensions with the highest positive score and are thus considered areas of strength were Teamwork within Units (89.7%), Organizational Learning-Continuous Improvement (86. Table 2) . Items considered areas of strength and others which require improvement were examined. The biggest area of strength highlighted by the responses was the item related to the hospital taking action to improve patient safety to which percent positive response was 95.1%. Other areas of strength were revealed within the dimension on Teamwork within units whereby the item on whether staff support one another within a unit received 94.9% positive responses, working together as a team when a lot of work needs to be done quickly (93.1% positive) and treating each other with respect within the unit (90.9% positive) (See Table 2 ).
The area with the lowest percent positive related to the dimension on non-punitive response to error whereby staff worry that their mistakes are kept in their personnel files (15.6% positive, reverse item). Another item within this dimension that was found to be an area requiring improvement related to staff feeling their mistakes are held against them (29.5% positive, reverse item). The dimension on staffing also emerged as problematic as staff indicated trying to do too much too quickly when working in crisis mode (18.5% positive, reverse item). Moreover, 27.6% of responses indicate that staff work longer hours than is best for patient safety (reverse item). The dimension relating to communication openness was also found to be an area requiring improvement where only 30.0% of the staff feel free to question the decisions or actions of those with more authority and 43.1% only are not afraid to ask questions when something does not seem right (reverse item).
Results on areas of strength and areas requiring improvement are fully detailed in Table 2 .
Association between patient safety grade and number of events with composites Respondents who gave "Excellent/Very Good" patient safety grades had significantly the highest mean scores for patient safety composites (See Table 3 ). Teamwork within Hospital Units and Organizational LearningContinuous Improvement demonstrated the highest mean score in relation to patient safety grade, while the Non-punitive Response to Error and staffing scored the lowest in relation to patient safety grade. The number of events reported was significantly associated with all of the patient safety composites. The highest mean observed when reporting more than 5 events was for the composite measuring Teamwork within Hospital Units while the lowest was observed for Non-punitive Response to Error (Table 3) .
Generalized estimating equations
As detailed below, a one unit increase on composites relating to (Table 4) .
Respondents holding a university degree were less likely to report better patient safety grades than those holding "other" degrees. Physicians, pharmacists, nurses and administrative staff, all had lower odds of reporting higher number of events compared to "other staff". Kuwaiti nationals had lower odds of reporting better patient safety grade but higher odds of reporting higher number of events compared to non-nationals. Respondents who had contact with patients had lower odds of reporting higher number of events compared to respondents with no patient contact. Respondents were more likely to report better patient safety grade as hospital size increased from small to medium. The opposite was observed for number of events where odds of reporting higher number of events decreased with increasing hospital size (Table 4 ).
Linear mixed model regression
The Linear regression analysis in Table 5 (Table 5) .
Male respondents were more likely to report lower frequency of events but more like to report a higher perceived patient safety. Respondents holding university degrees were more likely to report higher frequency of events. As for perception of patient safety, respondents holding university and technical degree were both more likely to report better perception. Nurses and Medical Records staff were more likely to report a lower frequency of events. Kuwaiti nationals were less like to report higher number of events but more likely to report a higher perceived patient safety grade (Table 5) .
Benchmarking
In When comparing results to Lebanon, four composites differed slightly from the benchmark and three when comparing results to KSA. However, none of the composites were found to be worse than US, Lebanon, or KSA (Table 6 ).
Discussion
This is the first major study addressing patient safety culture in public hospitals in Kuwait. Despite having some areas for improvement, public hospitals in Kuwait were found to have multiple areas of strength especially with unit-level dimensions. Some critical unit-level dimensions such as staffing, communication openness, and non-punitive response to error are highly determined by overall hospital culture and systems that enable action within these dimensions. Hospital management should work hard on addressing these issues to improve reporting, overall perception of patient safety and patient safety grade. The composite on non-punitive response scored lowest which is consistent with findings in the region and across the world. This reflects a need to invest in system improvement initiatives and strengthen patient safety culture when trying to addressing medical errors. Hospitals that have poorly developed and ineffective policies cannot prevent errors and as a result, cannot improve reporting and ultimately impact patient safety [23] . Fear of punishment has been consistently found to reduce frequency of error reporting [24] and this is confirmed in regression findings.
The finding linking better events reporting with the composite on Management Support of Patient Safety supports evidence that links supervisory communication to improved patient safety culture. Engaging staff, discussing quality challenges, and collectively developing solutions gives employees ownership and pride in improving patient safety [25] . Findings clearly demonstrate the need to encourage health professionals to report more events given their impact in improving patient safety. The three major components of a positive patient safety culture are: a just culture, a reporting culture, and a learning culture [26] . Better reporting is highly dependent on having a nonpunitive environment where employees do not fear reporting events [5] . A punitive work environment is not a strange concept to hospitals in the region as it was reported to be an area for improvement in Lebanon and KSA [15, 16] . Patient Safety Grade a. Significant difference between "Poor or Failing" and "Acceptable" b. Significant difference between "Poor or Failing" and "Excellent/Very Good" c. Significant difference between "Acceptable" and "Excellent/Very Good"
Number of Events Reported a. Significant difference between "No events reported" and "1 to 5 events reported" b. Significant difference between "No events reported" and "> 5 events reported" c. Significant difference between "1 to 5 events reported" and "> 5 events reported"
The association between hospital size and patient safety culture outcomes is also of note. In particular, medium-sized and small-sized hospitals were found to have better reporting of events and better patient safety grade. This is consistent with research that states that large hospitals face challenges in the implementation of quality improvement initiatives because of bureaucracy while smaller hospitals with a more homogenous culture [27] . Findings in this study showed that nurses are likely to report less events. This is critical as evidence in the literature indicate that nurses intercept 86% of potential errors [28] . Moreover, errors often go underreported for a multitude of reasons such as fear, humiliation, a punitive culture of reporting, or limited follow up after reporting an error [29] .
Regression results indicate that employees who reported interaction with patients had fewer number of events and lower frequency of events reported. This is contrary to evidence in the literature which indicates that employees who have less interaction with patients are more at ease when reporting errors [30] .
Benchmarking revealed many areas where Kuwaiti hospitals are performing at or better than benchmark and other areas of slight deviation. No major deviation from utilized benchmarks were observed. Comparing country findings to regional and international results can help hospital sets improvement goals and visualize their performance in comparison to others.
The main strength of this article lies in using a widely used and validated tool for assessing the culture of safety in hospitals at a national level. This study also utilized the Arabic version of the survey which was translated and validated in other Arab countries [15, 16, 20] . One limitation that should be highlighted is that nurses make up the majority of the sampled respondents. However, nurses comprise the majority of healthcare providers in most countries [31] . Despite having low representation from physicians, we were able to obtain input from a wide range of healthcare providers which can give a more comprehensive view on patient safety culture. Finally, the majority of respondents were nonKuwaitis. However, that reflects the demographic distribution of the country and not only hospitals.
Conclusion
This is the first large scale study that assesses patient safety culture in public hospitals in Kuwait. Improving patient safety culture is a critical if hospitals want to improve quality and safety of medical services. The overall culture within a hospital can reflect on the actions of hospitals with regard to safety and this can be revealed in patient outcomes. Study findings can guide and inform country level strategies to further improve the systems governing patient safety practices. Comparing findings to performance of other countries in the region can help hospitals and leaders visualize performance and set realistic targets for improvement. Investing in areas that affect overall patient safety culture, particularly event reporting, should be done if tangible improvement is to be made. 
